The management of a failed intubation before caesarean section under general anaesthesia continues to be of concern to all who are responsible for anaesthesia in pregnant patients. The incidence of failed intubation in parturients is estimated to be as frequent as one in five hundred 3 • The resultant mortality is unknown 3 • All the suggested management options may be unsuitable in a particular case and may be hazardous to the mother or her baby.
A case is described in which a fibreoptic intubation was used to secure the airway following a failed endotracheal intubation for caesarean section.
CASE REPORT
A 39-year-old woman, weighing 59 kg, of Eastern European descent, presented for caesarean section because of cephalo-pelvic disproportion (CPD).
In 1979 she had undergone emergency caesarean section under epidural anaesthesia following a failed forceps delivery.
In 1985 she had had an elective caesarean section for CPD under general anaesthesia. The larynx was not seen, and the tube was successfully passed with difficulty, blindly over a stylet acutely bent at the tip.
On January 30, 1994 an elective caesarean section was scheduled under general anaesthesia at the patient's request. She had serious social and family problems and was adamant that she did not want to be awake for her operation.
An anaesthetic registrar and staff specialist anaesthetist attended the patient. They noted no abnormalities of facial form other than pregnancy-associated oedema. Neck and jaw movements were not restricted. She was normotensive. Thirty ml of 0.3 molar sodium citrate was given as an antacid and a wedge was placed under the right hip and flank. At 1500 hours after three minutes preoxygenation, sodium thiopentone 275 mg Accepted for publication on August 26, 1994. and suxamethonium 100 mg were injected to induce anaesthesia. Cricoid pressure was applied immediately following injection of the thiopentone. Laryngoscopy failed to display either the larynx or the epiglottis and neither the registrar nor the staff specialist was able to pass an endotracheal tube. Intermittent positive pressure ventilation (IPPV) was administered between attempts to intubate. Suxamethonium had been given in two additional 50 mg increments before the decision was made to abandon attempts at oral endotracheal intubation. Cricoid pressure and IPPV were continued until spontaneous ventilation resumed and the patient had regained control of her airway.
A decision was made to perform a fibreoptic nasotracheal intubation. The nasal cavity was painted with 10% plain cocaine paste applied by means of a dressed probe. Examination of the nasal cavity with the probe revealed that obstruction on the right side prevented the probe from passing along the floor of the nose. The right nostril was therefore unsuitable. The left side was patent, but when examined again with the probe a minute or so later, the cavity felt much larger. This was due to the shrinkage of the nasal mucosa associated with the use of cocaine. An Olympus LF-l intubating fibrescope was threaded through a 6.0 mm cuffed plastic endotracheal tube. The lubricated fibrescope was then passed through the left nostril into the nasopharynx. Inspection revealed there was less room in the pharynx than expected due to oedema. The larynx also appeared smaller than usual. Lignocaine 41110 2 ml were dripped on to the larynx through the suction port of the fibrescope. The patient was now quite alert and able to take deep breaths and cough on command. The instrument was passed through the larynx, and down the trachea to a point just short of the carina. The well-lubricated endotracheal tube was then slid down over the fibrescope into the trachea and positioned under vision. The fibrescope was removed, the cuff inflated, and anaesthesia induced with sodium thiopentone 225 mg and atracurium 30 mg at 1515 hours. Anaesthesia was maintained with equal parts of nitrous oxide and oxygen containing 1 % isoflurane. At 1527 hours a 2.770 kg male infant, Apgar 7 at one Anaesthesia and Intensive Care, Vol. 22, No. 6, December, 1994 minute and 8 at five minutes, was delivered. The patient's haemoglobin saturation as measured by pulse oximetry remained at 98070 during all the manipulations of her airway, apart from a transient fall to 89070 as the tube passed into the trachea. The remainder of the surgery and anaesthesia and the post delivery course of both mother and baby was uneventful. There was no bleeding from the nasal cavity either during the operation or following extubation. The patient subsequently had no recall of any of the events associated with the induction of her anaesthetic.
DISCUSSION
Obstetric anaesthetists aim to administer general anaesthesia for caesarean section through an endotracheal tube. However, if intubation is unsuccessful, and if the delivery of the foetus is urgent, then anaesthesia through a facemask or laryngeal mask is permissible. Maintenance of a patent airway may well be more difficult especially in a patient such as the one described with an airway now known to be abnormal. Loss of control of the airway, hypoxaemia and inhalation of gastric content are possible sequelae.
Many recent reports in the literature recommend the use of the laryngeal mask6~'o. However, the oesophagus and the trachea can still be in communication and the inhalation of gastric content is still a possibility. As with a facemask the airway is not reliably secure.
Epidural and spinal anaesthesia are often used when intubation fails. These techniques are popular among anaesthetists in part because they avoid intubation and associated airway difficulties and the possible inhalation of gastric contents. However, spinal and epidural techniques may be complicated by ventilatory failure requiring intubation. Regional anaesthesia may not be suitable following failed intubation in the presence of airway obstruction, haemodynamic instability, coagulation anomalies, or if rapid delivery is required in the presence of foetal distress.
Fibreoptic intubation provides another option. Obstetric anaesthetists are well aware that the nasal mucosa is engorged at term and that the passage of a nasal tube is potentially dangerous. It is essential to shrink the nasal mucosa and to reduce its vascularity with cocaine. A soft, small sized tube is important and Anaesthesia and Intensive Care, Vol. 22, No. 6, December, 1994 warming of the tube is helpful '2 • I have found it useful to explore the nasal cavity with a dressed probe lubricated with cocaine paste to determine which side to pass the tube. These measures reduce the likelihood of bleeding from the nose. If general anaesthesia is to be induced in patients known or suspected to have a difficult airway it is prudent to cocainize the nose first to allow plenty of time for the nasal mucosa to shrink should nasal intubation be required I'.
It is likely that many anaesthetists who provide anaesthesia for caesarean section are not skilled in the use of the fibrescope. It would not be wise to attempt fibreoptic intubation following failed intubation at term until considerable experience had been gained in less dramatic circumstances. When fibrescopes become more readily available and experience in their use widens, the option for use in obstetrics will become a reality. For this patient the technique had the advantage of speed, safety in that a sealed airway was provided, and was in accordance with her wish to be asleep.
